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Treatment by passive movement has been shown to be a useful method when compared to other treatment 
procedures (Edwards 1969). It is however still empirical in nature. Part of the reason for this is because 
definite movement patterns related to pathology are still unclear. This can produce confusion when one is 
selecting a technique as very often there appears to be no relationship between the restricted movement the 
patient may exhibit and the technique chosen. It is suggested that detailed examination related to the 
combining of different movements will allow a more accurate choice of technique to be made. Under these 
circumstances the therapist should be able to predict the effect of a treatment technique. Progression of a 
treatment is also more logical as it depends on progressing the position of the joint to the position which is 
most painfull as the movement pattern improves, rather than increasing the vigour of the technique. 
Movements of the cervical spine (C2-7) have 
been described by a number of authors (Hadley 
1969, Feilding 1964, Braakmanand Penning 1971, 
White 1978). 
In flexion there is forward tilting and gliding 
(Lysell 1969, Kapandji 1974). Mesdagh (1967) 
found that overlapping of C2-3 facets attained only 
VA the length of the articular surface, maximum 
gliding being at C5-6 with an overlapping of 53%. 
In extension the superior vertebral body tilts and 
slides backwards on the one beneath (Lysell 1969, 
Kapandji 1974). In lateral flexion there is an 
oblique downward movement of the superior 
articular facet on the side to which the lateral 
flexion is performed. This results in some rotation 
(Lysell 1969, Kapandji 1974, Parke 1975, Penning 
1978). 
Movements of the articular facets in rotation are 
the same as for lateral flexion, (Lysell 1969, 
Kapandji 1974, Parke 1975, Penning 1978). 
Mesdagh (1976) states that the angle of rotation 
increases cranially from C7 to maximum at C2. 
Stoddard (1969) suggests that rotation in the 
cervical spine is associated with side bending 
towards the same side. This particular movement 
he suggests is the same whether the cervical spine is 
flexed or extended. In observing the particular 
facets on an anatomical model these movements 
seem likely to occur, as the direction of the facets 
would enhance such movements. It is also possible 
to feel these movements with the palpating finger. 
Although it is likely that these movements occur in 
the same direction regardless of whether or not the 
Brian Edwards has a Diploma in Physiotherapy, 
Bachelor of Science from University of Western 
Australia, Bachelor of Applied Science and 
Graduate Diploma in Manipulative Therapy from 
Western Australian Institute of Technology. He 
is senior lecturer in Manipulative Therapy at the 
Western Australian Institute of Technology. 
cervical spine is flexed or extended, the particular 
position of the facet joints, the forces on the disc 
and the size and shape of the inter vertebral 
foramen can be quite different when the move-
ments are combined in either flexion or extension. 
Examination of the cervical spine C2-7 therefore 
should include movements other than those in the 
neutral position. These should be done in a 
combined manner to observe the differences in the 
reproduction of signs and symptoms. 
METHOD OF EXAMINATION 
The first part of any examination involves 
questioning the patient as to the distribution, onset 
and behaviour of the symptoms. From this one 
begins to define the likely pathology and decide 
whether the patient's problem is primarly one of 
stiffness and/or pain. If both then the decision 
must be made as to which aspect is dominant, the 
ease with which the symptoms are made worse and 
the time which it takes to settle down. This 
information gives the therapist an indication as to 
the amount of examination which can be done and 
also the effect of the movements on the pathology. 
The subjective examination can also help in giving 
some indication as to the directions of movements 
to be used in treatment. It is not the aim of this 
paper to detail the standard of examination 
procedures which are described by a number of 
authors, (Cyriax 1975, Grieve 1979, Maitland 
1979, Stoddard 1962.) Maigne (1972) describes 
examination of the cervical spine indicating his 
preferences for procedures in the "pain free" 
direction. However examination relating to the use 
of passive movement procedures is inadequate 
unless proper attention is given to the changes in 
signs and symptoms when the movements are 
combined. This particular concept has already 
been described in relation to the lumbar spine 
(Edwards 1979). The objective examination there-
fore should consist of observing and performing 
active and passive movements in a neutral and 
combined manner. 




The patient is asked to perform the movements 
of flexion, extension, lateral flexion and rotation 
actively, the examiner noting and correcting any 
deformity which may be present. The range and 
reproduction of symptoms is recorded. The next 
step is to choose the movement which is most 
symptomatic, that is the movement which produces 
the symptoms of which the patient is complaining. 
This is known as the primary movement of 
examination and is accurately described noting 
range and distribution.of pain. 
Combined Movements 
The basic aim of these examining procedures is 
to find the position in which the primary movement 
can be undertaken in the least painful way. This 
may involve combining movements in different 
ways until a satisfactory position is obtained. 
Following the selection of a primary movement it 
is necessary to observe how this movement alters 
when it is combined with other movements. If 
rotation for example is observed to be the primary 
movement then the next procedure is to observe 
rotation in flexion and extension. The reproduction 
of pain and range of movement is noted and 
compared with the results obtained when the 
movement was made in the neutral position. 
Similarly flexion can be performed in rotation and 
lateral flexion in flexion or extension. 
FIGURE 1 
Rotation in Flexion 
FIGURE 3 
Flexion done in Rotation 
166 Aust, J, Physiother. 26:5, October, 1980 
EDWARDS 
FIGURE 4 
Lateral Flexion in Flexion 
FIGURE 5 
Lateral Flexion in Extension 
PASSIVE MOVEMENTS 
In most cases two types are described: 
Physiological — those which can be performed 
actively. 
Accessory — those which cannot be performed 
actively. 
It is considered that both these movements need 
to be unrestricted for the movement of a joint to be 
full range. Gray (1973) describes two types of 
accessory movements: 
Accessory movement first type — those which are 
produced when resistance is encountered to active 
movement, e.g. Rotation at the metacarpopha-
langeal joints when a ball is gripped in the hand. 
Accessory movements second type — those which 
have there greatest range when the muscles acting 
on the joint are relaxed, e.g. Distraction of the 
humerus from the glenoid cavity when the arm is 
supported and partially abducted. 
When examining a patient with passive move-
ment procedures one can do either physiological 
movements, accessory or a combination of both, 
Passive physiological movements are usually done 
in the lying position, but should be done in the 
sitting position first as it is more weight bearing 
and different results can be produced. These are 
followed by passive physiological movements in 
the lying position, done firstly in neutral position 
and then in combined position. Only two are 
shown here, but all movements are performed. 
FIGURE 6 
Lying-Lateral Flexion in Flexion 
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FIGURE 7 
Rotation in Flexion 
Passive accessory movements are usually done in 
the lying position and involve thumb or finger 
pressure over the palpable parts of the vertebrae, 
These are done first in the neutral position and 
then in positions of flexion, extension, lateral 
flexion or rotation. Only two are shown 
It is often difficult to predict those accessory 
movements which are likely to be restricted when 
physiological movements are limited. In the 
lumbar spine restriction of posterior anterior 
movement can be felt, when there is evidence of 
backward movement on testing for instability. In 
the cervical spine unilateral pressure over the 
lateral mass in the neutral position may be less 
restricted compared to the procedure done with the 
cervical spine rotated and the reproduction of pain 
and/ or spasm can be quite different. 
TECHNIQUE CHOICE 
Only passive movements are considered here, 
however similar principles are used in relation to 
the choice of specific active exercises. Having 
identified the primary treatment movement from 
examination findings the first aspect to consider is 
whether the primary movement is active or passive 
physiological or accessory. When this has been 
established it is necessary to consider the effect of 
different positions on the movement. If the clinical 
problem is one of pain then the therapist 
FIGURE 8 
Unilateral Pressure in Flexion 
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FIGURE 9 
Unilateral Pressure in Rotation 
endeavours to perform the primary movement 
with other movements until a satisfactory position 
is found. The passive physiological movements will 
be tested in the same way in order to compare the 
reproduction of pain. These movements can be 
done in either the sitting or lying position. Very 
often the reproduction of symptoms is different. 
Passive accessory testing then proceeds with the 
neutral and combined positions and the results are 
recorded. It is then necessary to review the results 
in order to establish a relationship between the 
examination findings in terms of direction and 
type of movement. The choice of technique is 
directly related to this and will be either accessory 
or physiological in a combined or neutral position 
in sitting or lying depending on the examination 
findings. 
If for example rotation to the left is the primary 
movement and is least painful when done in flexion 
sitting compared to rotation done in flexion when 
lying then the technique of rotation is done in 
flexion sitting. If for example flexion is identified 
as the primary movement and it is least painful 
when performed in supine lying combined with 
right rotation, then this is the position and 
technique chosen first. 
Progression of treatment is related to the 
changing of position rather than the changing of 
the grade of movement. It is necessary to progress 
the position of the joint towards the most painful 
position. This is done in the least painful manner. 
TECHNIQUE 
A manual of technique is necessary to describe 
the various positions, however two will be 
described here in the sitting position but both can 
be done in lying (supine or prone). 
Right Rotation In Flexion 
The pad of the left middle finger is placed over 
the posterior aspect of the left lateral mass of C7. 
The pad of the left index finger is placed on the left 
hand side of the spinous process of C7. This 
requires the left index finger to be flexed to 90° at 
the proximal interphalangeal joint. The pad of the 
left thumb is placed over the posterior aspect of the 
right lateral mass of C7. This position allows a firm 
stabilisation of C7. The head is held with the right 
arm allowing the pad of the right little finger to be 
placed over the posterior aspect of the left inferior 
facet of C6. The other fingers of the right hand are 
over the spinous process of the vertebrae above. 
The cervical spine is then flexed and right rotation 
performed by movement of the therapist body and 
right arm. 
The direction of the movement should be such as 
to allow a right rotation and cephalad movement 
of the left inferior facet of C6. 
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Flexion In Right Rotation 
The pad of the left thumb, index and middle 
finger is the same as for the previous technique. 
The head is held around the forehead and the right 
arm and the pad of the right little finger is placed 
over the left inferior facet of C6, in this position the 
head is then rotated to the right. When maximum 
rotation is felt at C6 the position of the left index 
finger is placed on the superior aspect of the tip of 
the spinous process of C7. Similarly the pad of the 
index finger is changed to be placed on the inferior 
part of the spinous process of C6. The other fingers 
of the right hand are placed over the spinous 
process of the vertebrae above. The movement of 
flexion is carried out by extending and adducting 
the right upper arm whilst maintaining firm 
stabilisation of C7 with the left hand and fingers. 
ACKNOWLEDGEMENTS 
I should like to thank Mr L Twomey, B.-Sc, 
(Hon) B.App.Sci . , and Miss M. Lissiman, 
B.App.Sci., Grad.Dip.Man.Th., for their helpful 
advice and crit icism, also Mr D Watkins , 
Department Photographer. 
.'A = ; 7x-^4 r\. ■■"■''' '■ A 'j~£&£\JAf- % '^M^X&s^$):k':m'. 
FIGURE 11 
Right rotation of C6 in flexion (sitting) 
FIGURE 10 
Right rotation of C6 in flexion (sitting) 
FIGURE 12 
Flexion of C6 in right rotation (sitting) 
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FIGURE 1.3 
Flexion on C6 in right rotation (sitting) 
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